The process of creating healthy organization-physician relationships is critical to organizational success. Partnerships in process improvement can nurture these relationships and mitigate burnout by meeting physicians' psychological needs. To flourish, physicians need some degree of choice (control over their lives), camaraderie (social connectedness), and an opportunity for excellence (being part of something meaningful). Organizations can provide these opportunities by establishing constructive organization-physician relationships and developing physician leaders. We present a case study from the Mayo Clinic that supports the foundational principles of a physician-engagement model.
Accordingly, organizational efforts to deal with burnout are an essential step to enhance physician engagement and improve safety and teamwork Firth-Cozens & Greenhalgh, 1997; Prins et al., 2009; Profit et al., 2014; Shanafelt et al., 2010; Wallace et al., 2009; Williams et al., 2007) . Many factors contribute to burnout, including high workloads; an inefficient environment; problems with work-life integration; lack of flexibility, autonomy, and control; and loss of meaning in work.
Other factors, such as medical specialty, practice setting, and personality type, also play a role, as do sleep deprivation, exposure to patient suffering and death, experience with medical errors, and malpractice suits Meier, Back, & Morrison, 2001; Shanafelt, Boone, et al., 2012; Shanafelt, Sloan, & Habermann, 2003) . Physicians who suffer from burnout are impaired (Shanafelt et al., 2010) , and they and their organizations are at risk of having higher rates of medical errors (Dyrbye et al., 2010; Shanafelt et al., 2010; West et al., 2006; West, Tan, Habermann, Sloan, & Shanafelt, 2009 ), less professionalism (Dyrbye et al., 2010; Shanafelt, Bradley, Wipf, & Back, 2002; Shanafelt et al., 2010; West, Shanafelt, & Kolars, 2011) , lower patient satisfaction (DiMatteo et al., 1993) , and lower productivity , as well as more turnover (Shanafelt, Raymond, et al., 2014; and suicidal ideation (Dyrbye et al., 2008; Shanafelt, Balch, et al., 2011) .
Burnout also erodes pride, idealism, and dedication Leiter et al., 2013; Maslach & Leiter, 2008) . A strong connection exists between higher Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org organizational citizenship behavior (i.e., behavior that goes beyond the basic job description), which benefits the organization (Koys, 2001; Lee & Allen, 2002; Posdakoff & MacKenzie, 1994; Schaufeli & Bakker, 2004) .
Engagement also is associated with superior performance (West & Dawson, 2012) . Physicians experience highest levels of engagement when they have a degree of control over their work environment. Engaged physicians tend to receive higher patient satisfaction ratings (Bezrukova, Thatcher, Jehn, & Spell, 2012; Dixon-Woods et al., 2013; Ham, 2014; Plsek, 2013) .
Evidence also suggests that organizations with high staff morale outperform those with low morale (Griffith, 2004; Griffeth, Hom, & Gaertner, 2000; Leveck & Jones, 1996; Ostroff, 1992; Ryan, Schmit, & Johnson, 1996) . A metaanalysis of nearly 8,000 business units examined the relationship of staff satisfaction and engagement with the outcomes of productivity, customer satisfaction, profit margin, employee turnover, and on-the-job injuries. Employee satisfaction and engagement were strongly related to these outcomes (Harter, Schmidt, & Hayes, 2002) . Low morale is expensive in many ways (Schlesinger & Heskett, 1991) .
O R G A N I Z A T I O N A L D E S C R I P T I O N
In 2015, the Mayo Clinic celebrated its 150th anniversary. It is the first and largest physician-led, integrated, multispecialty medical group practice in the world (Berry & Seltman, 2008) and is near the top of all major published quality indexes (Olsen & Dacy, 2014) Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org despite having costs that are far below average (Wennberg, Fisher, Goodman, & Skinner, 2008) . Although burnout rates at Mayo Clinic are currently approximately two thirds the national average, burnout still affects a substantial number of physicians, which leadership takes seriously (Shanafelt, Hasan, et al., 2015) . The institution performs well on quality measures such as readmissions, complications, infections, resource use, and survival rates (Consumer Reports, 2013; Leapfrog Group, 2012) . Patient satisfaction is high, with more than 90% voluntarily sharing favorable word-ofmouth feedback. Mayo Clinic has 4,100 physicians and scientists on staff, more than 61,000 employees overall, medical practices in 77 communities, 24 hospitals, $10 billion in gross revenue, and the highest brand preference among academic medical centers (Berry & Seltman, 2008) .
All Mayo Clinic physicians at the group practices in Minnesota, Arizona, and Florida are employed and work in an entirely salaried system. The Mayo Clinic Health System (a family of clinics, hospitals, and healthcare facilities serving more than 60 communities in Iowa, Georgia, Wisconsin, and Minnesota) maintains a hybrid model in which a majority of physicians are employed under different compensation models (Mayo Clinic, 2013; Viggiano, Pawlina, Lindor, Olsen, & Cortese, 2007) . The recruitment and hiring philosophy at Mayo Clinic is "we are hiring you for a career, not just a job." As a result, the organization has some of the lowest attrition rates in the country; only 2.2% of physicians and 4.5% of nurses leave the institution per year (Berry & Seltman, 2014) . In addition, for 11 consecutive years, Fortune (2016) has named the Mayo Clinic one of the 100 best companies to work for.
Distinctive organizational design features may influence staff engagement. The Mayo Clinic Model of Care is essentially one of patient-centered participative management (Berry & Seltman, 2014) . The Listen-Act-Develop model is, at its core, a vehicle of participative management (Kim, 2002) . These long-standing practices have contributed to staff engagement and organizational durability.
Organizational improvements measured at the clinical unit level may improve or help maintain credibility, respect, fairness, pride, camaraderie, and low staff turnover. Research supports a relationship between satisfaction and engagement and turnover and organizational effectiveness (Griffeth, Hom, & Gaertner, 2000; Koys, 2001; Posdakoff & MacKenzie, 1994) .
T H E L I S T E N -A C T -D E V E L O P M O D E L F O R P H Y S I C I A N E N G A G E M E N T
The Listen-Act-Develop model for physician engagement is empirically validated with decades of experience at our institution.
Addressing burnout involves mitigating the environmental drivers of burnout and bolstering individual resiliency. Partnership in improving the practice environment transforms the physician's role from "carpenter" to "architect" and engages physicians in improving care for their patients and the sustenance of the organization. The Listen-Act-Develop model draws from 
Act
• Empower physicians to develop and implement solutions to address their prioritized burnout driver in the work area defined in step 1.
• Identify physician champions and work in partnership with them on the prioritized initiative.
• Assemble a multidisciplinary, fully resourced team with ample funded time for all members.
• Find a solution or refine the process. Facilitate implementation.
• Monitor outcomes, safety, service, and/or cost improvements.
• Recognize accomplishments.
• Communicate results (successes and failures) to all staff members.
Develop
• Select and develop physician leaders in the context of the improvement work.
• Use the Listen-Act-Develop model as part of the leadership development process.
• Support physician leadership development with action learning, coaching, mentoring, assessment, assignments, and thoughtful planning of goals.
• Provide feedback to frontline leaders from the colleagues with whom they work.
• Provide resources to help them continue to develop as a leader, primarily on the burnout mitigation improvement teams.
• Provide support including executive coaching and other offerings specifically designed to enhance a leader's ability to engage staff and mitigate burnout.
Repeat
• Commit to a continuous cycle of performance improvement.
• Revisit findings from focus groups to identify the next round of improvement work related to burnout drivers.
The foundation of the model is based on organization-sponsored practice improvement initiatives conceived, developed, and implemented by staff members Morgenthaler et al., 2012; Swensen, Dilling, Harper, & Noseworthy, 2012; Swensen et al., 2009; Swensen, Dilling, et al., 2013; Swensen, Pugh, et al., 2013 This leadership and organization development program has catalyzed more than 6,000 team-based quality improvement projects. Almost every improvement project consists of a multidisciplinary team with frontline provider involvement and is sponsored by an institutional leader. The vast majority of the improvement projects have focused on provider-identified opportunities to address process inefficiencies (Swensen et al., 2009 ).
Commitment to Safety: Team-Based Engagement Model
In 2009, the Mayo Clinic board of gov ernors began an in-depth organization-wide culture of safety initiative. This initiative began with a survey of all employees, of whom 72% responded. More than 200 clinical unit teams and 10,000 staff members have participated in this initiative to improve leadership, patient safety culture, workplace morale, information handoffs between clinicians, and teamwork scores. Organization leaders have monitored results and supported the complete rollout to more than 800 clinical unit teams involving 61,000 staff members. The clinical units engaged have improved leadership, patient safety, and teamwork measures. The local culture has been positively affected by daily huddles and early senior leadership engagement. Results include improvement in workplace morale (an increase of 17%), teamwork (12%), and satisfaction with information handoffs (11%).
Each project in this initiative has been led by a physician-nurse-administrator leadership triad supported by systems engineers and organization development professionals. These teams have subsequently engaged the physician and nurse leaders of each unit. The process involves preintervention and postintervention culture-of-safety surveys, focus groups, and rapid-cycle Plan-Do-Study-Act process improvement efforts to address the opportunities identified by the multidisciplinary members of the units. Similar work with positive results at other institutions has also been reported (Leonard & Frankel, 2015; Sexton et al., 2014) .
Institutional Burnout-Engagement Initiative
Since 2013, the Mayo Clinic board of governors has sponsored an in-depth burnout-engagement initiative with physicians from seven high-opportunity clinical departments identified in our 2013 staff survey as having above-average burnout and below-average satisfaction.
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For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org A team of two physicians and one administrator first met with the division or department chair to obtain his or her insights into local challenges and issues. They then conducted multiple confidential focus groups with members of the division or department (each composed of six to eight physicians). The intent of the focus group is to identify the distinctive local and institutional drivers of burnout, as well as potential solutions. Department leaders are expected to take steps to mitigate the local drivers of burnout with physician-led multidisciplinary teams. The three-person team then met with the division or department chair to summarize the areas of greatest concern to staff and encourage him or her to conduct a follow-up forum with staff members to develop meaningful and actionable burnout mitigation activities in the work unit. In essence, this is the Listen-Act-Develop model for physician engagement.
The institutional drivers of burnout identified through this process are communicated to the appropriate governance or management groups and addressed by means of a departmentorganization partnership . The other 130 or so divisions and departments are expected to follow the same process of identifying and addressing local drivers of burnout, but without institutional facilitators. A Burnout Mitigation Process Playbook was developed for division and department chairs to facilitate the burnout mitigation process . Follow-up surveys of physicians (59% response rate) in these seven divisions and departments showed a median burnout reduction of 11 percentage points.
In addition to these efforts focused on physicians, a concerted effort was undertaken for allied health staff. After administration of the 2013 all-staff survey, work units were identified on the basis of lower scores for engagement and overall satisfaction (< 75% on overall satisfaction and < 78% on engagement). Targeted low-scoring units were expected to develop and implement action plans that responded to opportunities identified in the all-staff survey results. Fifty percent (158 of 316) of the targeted units experienced an increase in satisfaction, engagement, or both. Units in which the majority of staff members indicated that action planning was a joint effort between management and staff exhibited the most significant gains in engagement and overall satisfaction scores. Thus, developing collaborative action plans is key to improvement. Mayo Clinic's experience with the institutional burnout engagement initiative and participative management serves as the foundation for the Listen-Act-Develop model.
Office of Leadership and Organization Development
Our organization has extensive experience with leadership development, the third element of our Listen-Act-Develop model. Our approach to leadership and organization development is holistic, involving assessments, development programs, challenging management assignments, institutional projects, and coaching for physician leaders.
Successful teamwork requires leaders to engage colleagues in ways that create shared meaning and purpose. Our
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org team-based development system creates an environment conducive to developing leaders capable of leading staff in a consensus-driven organization that aspires to have a highly engaged workforce. Team-based collaboration drives the establishment and expansion of best practices, as well as holding oneself and others accountable to metrics for patients and colleagues.
Both the culture of safety and physician-staff burnout initiative embody the principles and practices of our leadership and organization development programs. Specifically, these programs develop leaders through action learning (de Haan & de Ridder, 2005; Dillworth & Willis, 2003; Hill, Leonard, & Sokol, 2006; Marquardt, Leonard, Freedman, & Hill, 2009 ). Both entail the support of leaders with institutional and departmental resources, including improvement experts, administrative leaders, physician leaders, and organization development leaders, as well as measurement and survey resources (Swensen et al., 2012) .
The OLOD actively monitors, rates, and manages the succession pools of 232 physician and scientist leadership positions in our pipeline. Each pool is scored for leadership readiness, ethnic diversity, and gender diversity. The leadership development programs are overwhelmingly based on team-based experiences consistent with the ListenAct-Develop model. The OLOD also supports the organization by providing development and performance opportunities for leaders in the context of staff engagement and burnout. The department chair's annual performance review includes three metrics: (1) assessment of leadership behavior in 12 dimensions (Shanafelt, Gorringe, et al., 2015) , (2) staff satisfaction, and (3) staff burnout. OLOD also supports leaders with executive coaching, leader assessments, and action-learning programs.
T H E F O U N D A T I O N A L P R I N C I P L E S
Combating physician burnout is a twofold process that involves (1) mitigating the structural and functional drivers of burnout (Linzer et al., 2005; Linzer et al., 2014; Shanafelt et al., 2003; Shanafelt et al., 2008; Shanafelt, Hasan, et al., 2015; Shanafelt, West, et al., 2009; Sinsky et al., 2013) and (2) bolstering individual resiliency (Beckman et al., 2012; Clever, 2001; Dyrbye, Satele, Sloan, & Shanafelt, 2013; Fortney, Luchterhand, Zakletskaia, Zgierska, & Rakel, 2013; Krasner et al., 2009; Quill & Williamson, 1990; Shanafelt, Chung, White, & Lyckholm, 2006; Shanafelt et al., 2003; Shanafelt, Kaups, et al., 2014; Southwick & Charney, 2012; Zwack & Schweitzer, 2013) .
Resiliency depends on many factors, some of which include social support, exercise and health, moral compass, mindfulness, optimism, cognitive flexibility, enjoyment, resilient role models, religion and spirituality, purpose, and growth (Clark et al., 2014; Ruotsalainen, Verbeek, Marine, & Serra, 2014; Sood, 2013; Southwick & Charney, 2012) . Bolstering resiliency is a key to enhancing quality of care and sustainability of the healthcare workforce. The Listen-Act-Develop model is designed to address the institutional drivers of burnout and foster resiliency.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org
The principles of this approach are based on established teachings from the fields of organizational psychology and social science, which show a direct relationship between physician engagement and clinical and organizational performance (Ham, 2014; Lee & Allen, 2002) .
While the drivers of burnout are somewhat universal (i.e., workload problems; inefficiency; lack of autonomy, flexibility, and control; loss of meaning; problems with work-life integration), the dominant factors and the way they manifest in each work unit are distinctive. Engaging colleagues by means of the Listen-Act-Develop model is critical to understanding and addressing the distinctive issues contributing to burnout in the work unit. Three principles support our strategy:
1. Addressing the psychological needs of people 2. Developing constructive organization-physician relationships
Sponsoring physician leadership development
Collectively, these elements raise organizational effectiveness and meet patients' needs ( Figure 2) (Viggiano, Pawlina, Lindor, Olsen, & Cortese, 2007) . We propose that the process of developing constructive organizationphysician relationships and sponsoring leadership development via partnership 
Addressing the Psychological Needs of People
To deliver highly reliable care, an organization needs some degree of workforce collectivism, including standardization of selected processes and systems. However, this standardization must be balanced by physicians' need for some control over their lives (Baard, Deci, & Ryan, 2004) . The need for choice, camaraderie, and excellence can be facilitated by an organization that is in a position to supply meaningful work, a context for collegiality and teamwork, and sufficient flexibility. When multidisciplinary teams function well, staff engagement is higher and absenteeism and turnover are lower. Clinicians must work collaboratively across boundaries to provide reliable care for patients (D'Innocenzo, Mathieu, & Kukenberger, 2014; West & Lyubovnikova, 2013) .
The organization also needs standard systems and processes for stability and improvement, and this requires clinician partnership. Performance and well-being at work are influenced by satisfaction of an individual's psychological needs, and an organization can provide opportunities to meet these needs (Schein, 2013) . The organizational characteristics rated most highly by physicians are respect for competency and skills, feeling that opinions and ideas are valued, good relationships with physician colleagues, good work-life integration, and a voice in how time is structured and used (Vital Worklife, 2013) .
Choice
Choice has been defined as experiencing some flexibility and control over one's life (deCharms, 1968; Deci, 1975) . Achieving this has become more challenging now that approximately 75% of physicians work for hospitals, large practice groups, health maintenance organizations, or academic medical centers (Merritt Hawkins, 2012) . A Kaiser Permanente study found that 58% of physicians experienced emotional exhaustion, a feature of burnout (Freeborn, 1998) . The author found that physicians' sense of control over their practice environment (i.e., choice) was the most powerful predictor of wellbeing, satisfaction, and commitment to the organization. Optimal physician involvement includes participation in decision making, flexibility, and a role in managing the calendar (Freeborn, 1998) . Some degree of choice also has implications for physical health. Marmot et al. (1991) found that employees with less control at work had higher blood pressure, burnout, back pain, clinical depression, absenteeism, and mortality.
Providing physicians control over their professional lives is an inherent trait of productive physician-organization partnerships that confers benefits on both individuals and their organizations (Sinsky et al., 2013) . In a large study of small businesses, organizations that managed by means of greater self-determination and autonomy for staff grew at substantially Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
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The primary mitigation strategy for burnout is the development of a functional partnership between physicians and the medical center leadership that allows for physician input and creates a sense of choice for the clinicians. In other words, a sense of choice for physicians comes when they are approached as architects, not as carpenters.
Camaraderie
The need for camaraderie is defined as recognition from and connectedness to colleagues (Baumeister & Leary, 1995; Harlow & Suomi, 1970) . Spending time with physician colleagues alleviates symptoms of burnout (Sinsky et al., 2013; . Creating a culture of mutual respect is fundamental for camaraderie and functional organization-physician relationships. Success necessitates supporting clinical staff with behaviors that bolster a sense of appreciation, fairness, transparency, collaboration, and individual responsibility. Respect is the foundation of all of these behaviors. Mutual respect, teamwork, and collaboration are at the core of effective improvement efforts. Creating this type of climate leads to a supportive workplace that empowers colleagues to co-design meaningful improvement work (Leape et al., 2012) .
Camaraderie and engagement are intertwined. Engagement is a mutual relationship in which the organization values the clinician and the clinician respects the organization (MacLeod & Clarke; Milliken, 2014; Rowling, 2012) . Engagement is "an energetic state of involvement with personally fulfilling activities that enhance one's sense of professional efficacy" (Maslach & Leiter, 2008, p. 498) .
Excellence
The need for excellence is defined as finding purpose and meaning at work stemming from success at delivering superlative patient-centered healthcare (Skinner, 1995; White, 1959) . Research in prosocial motivation of healthcare providers supports the merit of an individual's need for purpose (Grant, 2008; Grant & Hofmann, 2011) .
Common ground also exists between physicians and medical centers in the pursuit of excellence. Both care deeply about patient outcomes (quality, safety, satisfaction), wasted resources, and efficiency (Reinertsen, 2008) . Many physicians may only be interested in the organization's processes and systems in the abstract. Leaders create the alignment, ensuring that the work is rewarding with links to results, impact, efficiency, and learning (Lindgren, Baathe, & Dellve, 2013) . Work must facilitate the pursuit of excellence.
Medical center approaches to engage physicians in improving systems that support optimal care include using data to identify areas needing improvement, providing visible support through leadership of improvement work, identifying and developing physician champions to help engage peers, and communicating the value of clinicians' contributions (Liebhaber, Draper, & Cohen, 2009) .
The balance of evidence indicates that satisfying human needs for choice, Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org camaraderie, and excellence will lead to lower burnout rates and greater clinician engagement in organizational goals. These same environmental factors that help reduce burnout also promote a culture of safety (Leape et al., 2012) .
Developing Constructive OrganizationPhysician Relationships
Constructive physician-organization partnerships are relationships that evoke trust and have attributes of commitment and sincerity. They entail behaviors such as asking questions, sharing concerns, and engaging in problem solving and improvement projects. Physician-organization partnerships involve transparency. A leader at the front line of care helps motivate multidisciplinary teams, especially in the context of generating and implementing improvements. Administrators need physicians as much as physicians need administrators. When the relationship fails, the organization and the patient lose (Bohmer, 2011; Schwendimann et al., 2013; Swensen, Pugh, McMullan, & Kabcenell, 2013) .
Constructive organization-physician relationships are indispensable to achieving optimal organizational effectiveness. Such relationships are also the key to nurturing an ecosystem conducive to choice, camaraderie and excellence. Physicians and organizations must work together to develop and nurture a synergistic relationship. They can be developed despite the conventional paradigm that assumes a tension between physicians' and organizational needs. There is a clear line of sight between burnout alleviation and purposeful organization-physician partnerships.
Physicians tend to be highly engaged with their work. However, they are often not engaged in the mission of their organization. Approximately two thirds of physicians rated a high degree of engagement with their work, but less than half scored similarly when asked to rate their degree of engagement with the medical center (Vital Worklife, 2013) . Addressing this discrepancy by improving physician-organization partnerships begets greater volunteerism and teamwork, more involvement in process improvement, and lower burnout rates. When physicians are engaged, better communication, improved safety, and superior patient satisfaction result (DiMatteo et al., 1993; Dyrbye et al., 2010; Shanafelt, Bradley, Wipf, & Back, 2002; Shanafelt et al., 2010; West et al., 2006; West, Shanafelt, & Kolars, 2011; West, Tan, Habermann, Sloan, & Shanafelt, 2009) . If performance improvement is to occur spontaneously, the clinicians in the system must feel connected to the organization's goals. And they must understand how they align with their own goals, which often center on providing excellent care to patients.
Limited physician participation in organizational improvement is a widespread issue despite recognition that physician participation is requisite for effectiveness (Greening, 2012; Guthrie, 2005; Liebhaber, Draper, & Cohen, 2009; Rundall, Davies, & Hodges, 2004; Walsh, Ettinger, & Klugman, 2009 ). To achieve optimal results for patients, physician involvement in healthcare improvement work is necessary (Berwick & Nolan, 1998) . Working together to improve organization and physician Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org wellness will create and maintain a durable performance improvement culture. Change in medical centers depends on partnership with both independent and employed clinicians. (Hroscikoski et al., 2006; Kreindler et al., 2014; Nutting et al., 2010) . Partnering on organizational work to improve performance is an indispensable precondition to providing safe and high-quality care (Gosfield & Reinertsen, 2008) .
Participative management among clinicians and administrators facilitates physician engagement. Constructive partnerships are multidisciplinary, collaborative, and cooperative teamwork involving frontline providers and organization leaders engaged in process improvement. Working partnerships also mitigate burnout (Dunn, Arnetz, Christensen, & Homer, 2007; Sinsky et al., 2013) . In essence, organizations should relate to physicians in the same manner that physicians partner with patients: "don't do to, don't do for, do with."
Organization leaders must solicit ideas for improvement from physicians and then act on these ideas. The leadership of one multisite primary care clinic promoted physician well-being by cultivating efficiency, autonomy, and meaning through a continuous improvement process. A longitudinal analysis showed that these efforts resulted in increased physician satisfaction with reduced burnout (Dunn et al., 2007) .
Organizations can deploy several effective tactics to enhance clinician involvement in organizational improvements: (1) remove barriers to engagement, (2) commit to administrative support, and (3) prioritize efficiency and effectiveness work that is mutually beneficial (Baathe & Norback, 2013) . These features are woven into our model.
Two high-impact engagement tactics have been closely linked to burnout eradication (Advisory Board Company, 2013) . They are reflected in these survey responses from physicians (both are embedded in the model we propose):
• My ideas and suggestions are valued by my organization.
• My organization helps me deal with stress and burnout.
Physicians and administrators must work together with shared ownership. Without intention, the partnership does not evolve naturally, as the languages, cultures, and rules of the game differ for both groups (Kaissi, 2005) .
Two major cultural changes need to be reconciled for physicians to engage fully in the organizational quality agenda:
• Organizational leaders must stop treating physicians as employees.
• Clinicians need to be embraced as partners in the delivery of care.
Physicians need to understand that their patient care responsibilities include sustaining the performance of the medical center as an integrated system that is necessary to perpetuate good patient care (Reinertsen, Gosfield, Rupp, & Whittington, 2007) . Organizations need physician partners to design optimal care delivery systems. Collaborative engagement between medical and administrative staff is a prerequisite for consistently delivering improved results (Atkinson, Spurgeon, Clark, & Armit, 2011; Milliken, 2014; Rowling, Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
For permission, please contact the Copyright Clearance Center at www.copyright.com. For reprints, please contact hapbooks@ache.org 2012). These results, in turn, increase physician satisfaction, which raises quality of care, patient experience, and the appropriate use of institutional resources (Eisenberg, 1986) . Augmenting clinician engagement in value creation work should be recognized as essential for the organization (Bakker, Albrecht, & Leiter, 2011) .
Developing Physician Leaders
An integral part of constructive organization-physician relationships is sponsoring leadership development. Physician leaders working as equals with administrative leaders signals collaboration and partnership. Developing physician leaders ensures that clinicians gain a sense of choice, camaraderie, and performance excellence.
The effectiveness of frontline physician leadership is one of the most critical ingredients for success. For example, poor leader communication and lack of workplace fairness are primary drivers of dissatisfaction and burnout Leiter et al., 2013; Maslach & Leiter, 2008) . The leadership performance of department chairs affects not only the productivity of each department but also the wellbeing of those they supervise. In a study of 2,813 physicians at Mayo Clinic, we evaluated leadership behavior in 12 dimensions. Chairs who were rated as more effective leaders had units with higher satisfaction and lower burnout. For every 1-point increase in a department chair's composite leadership score, there was a 9.0% increase in staff satisfaction and a 3.3% decrease in physician burnout (p < .001) (Shanafelt, Gorringe, et al., 2015) .
Eradication of burnout is the job of our leaders. Healthcare systems operate more effectively and efficiently when physicians are satisfied with their professional environment (Beckley, 2003) . Physicians' satisfaction with leaders is closely associated with the frequency with which leaders are perceived as exhibiting specific transformational behavior (i.e., idealized attributes, idealized behavior, inspirational motivation, intellectual stimulation, and individual consideration) .
The act of responding to identified improvement opportunities offers leadership development experience for physicians. An institution's offer of time to high-potential physician leaders to participate in improvement work is a genuine relationship builder. It also is an effective strategy for connecting with frontline staff who may be inclined to view administration as them instead of us.
Physicians receive little training in how to be effective leaders (Clark, Spurgeon, & Hamilton, 2008; Goldstein et al., 2009; Mountford & Webb, 2008) . Consequently, medical centers need to develop physician leaders who can foster excellence, choice, and camaraderie. Leadership development programs send a message that organization-physician partnership is valued. In addition, social capital is the economic benefit to organizations accrued from the trust, cooperation, and connectedness of individuals and groups. There should be positive ramifications for social capital from the interdisciplinary improvement and leadership development programs grounded in action learning (Lester, Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
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A primary driver of discontent is poor leadership. People don't leave organizations. They leave managers. Engaged physicians are personally motivated to help their organization succeed, willing to go beyond their job description and inspired to do their best work. Leaders cannot start talking about engaging physicians until they address the fact that 5 of 10 physicians are burned out (Shanafelt, Hasan, et al., 2015) .
C O N C L U S I O N
We describe a Listen-Act-Develop model for improving quality and safety, developing leaders, reducing burnout, and promoting physician engagement. This model incorporates a strategy for creating healthy physician-organization relationships to help achieve the organization's mission. We believe that developing effective relationships through process improvement efforts that recognize physicians' concerns and empower them to develop solutions mitigates physician burnout by addressing psychological needs for choice, camaraderie, and excellence. Sunil Sinha, MD, FACHE, director, Clinical Quality and Patient Safety, ChenMed/JenCare Neighborhood Medical Centers, Miami, Florida T he patient-physician relationship has been identified as the single most important ingredient for achieving consistently high-quality, safe, and cost-effective healthcare outcomes. In support of this relationship, it is no less important that physicians have the time and ability to practice their craft, without intrusion and distractions. With the increasing complexity of the U.S. healthcare system, time and autonomy have become scarce commodities, contributing to physician burnout.
P R A C T I T I O N E R A P P L I C A T I O N
Having served in various leadership capacities in the Department of Veterans Affairs, a large integrated health system, and now with a national ambulatory practice group managing the care of patients enrolled in Medicare Advantage, I find the common challenge has been to provide physicians with the right tools, time, and autonomy to succeed. With the rapidly changing healthcare landscape and associated demands from payers, providers, and consumers, physicians are finding themselves increasingly marginalized and constantly being told to provide higher-quality care with fewer resources and in less time. Healthcare systems universally are in search of methodologies to align and engage physicians in ways that are mutually beneficial. Many scholarly articles, several of which are referenced in the study by Swensen et al., validate the importance of physician-institutional relationships for clinical and financial success. This article is particularly relevant and timely in light of the increasing number of physicians who are employed or in some type of contractual relationship with hospitals and health systems.
The Institutional Burnout-Engagement Initiative, rooted in the Listen-ActDevelop model, was conceived, developed, and implemented by staff members as an outcome of several other organizational development and training programs in the Mayo Clinic Health System. Health systems and practices nationally expend much in terms of time and money to develop physician capabilities so they may lead and assist in process and quality improvements, with the longer-term goal that some of these engaged partners will be future leaders. Many of these efforts are driven by internal experts or external consultants brought in to assess and address barriers Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, IL.
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What I appreciate about the approach put forward by the authors is that it relies on input from multiple sources, including focus groups and surveys, to identify contributors to physician burnout unique to specific departments and practice environments. Improvement action plans are, in turn, driven by a leadership that includes physicians and an administrator. Hands-on assessments, projects, and coaching allow for concurrent improvement strategies to address the root causes of physician burnout while identifying physicians with the aptitude and interest to move into leadership tracks. Extending participation to allied health staff helps to build team camaraderie and institutional culture.
Although the study focus is primarily on an employed physician base, the size and scope of the Mayo Clinic Health System allow for a broader reach from the perspectives of geography, specialties, ethnicity, and local cultural variances that may affect physician burnout. Yet to be determined is whether the early positive results will be sustainable over time, but the local-solutions-for-local-problems approach certainly holds promise.
